Burst abscess with purulent peritonitis: In 4 paents a relativey small abscess in or near the wall ofthe colon burst, causing general peritonitis. Ther was no communication between the peritoneum and the lumen of the bowel and the colon itself was not infla. Drainage of the abscess was carried out and all four patients recovered uneventfully.
Diverticuliti wih facopurulent peritonitis: In 36 patients the pehic colon was acuty a but in-only half of these was perforation of the colon idt on laparotomy. All patients had pus in the eoneal cavity, which often smelt and lookedfaulent. Only one patient had an emergency reseton of the perforated colon, and died four days later as a result of The 35 patients had -the fb *Wioperations: drain of the left iiac fossaand proximal colostomy (11), perfration brought out as a temporary colostomy (6). perforation closed with proximal colostomy (6) , and drainage of the left iliac fossa alone (12).
There were 3 deaths altogether (one with and 2 without emergency resection). All three were old patients (76, 78 and 81) with more than two days' history of peritonitis and in poor general condition before surgery.
Post-operative Course ofPatients
Ninet of the 41 patients who survived have been followed up for two years or more. Only 6 of the 19 had further symptoms and two of these 6 required elective resection ofthe colon.
Discussion on Treatment
Routine emergency resection of the perforated colon has been advocated recntly (Roxburgh et al. 1966 ). The main advantage claimed for this operation is a reduction in post-operative mortality. However, the high mortality rates quoted for conservative surgery date mainly from times when intensive antibiotic treatment and modem fluid and electrolyte therapy were not available (Mclaren 1957) . The present series (3 died out of 44) shows that good results can be achieved today without emer esection.
Instead of routine emergecy resection, theefor, the surgical-procedure should be chasn according to pathological findings. These vary widey from burst diverticulum to ruptured ahoess. Emergency resection is probably only justified in cases with large necrotic-edged perforation and/ or a severely inflamed colon. Following recovery from peritonitis the myori- Drill Biopsy For pre-operative diagnosis we have used the technique of drill biopsy for some years, adopting the method described by Morrison & Deeley (1955) . The instrument consists of a stainless steel hollow needle of 15 mm internal diameter which is attached to a motor driven by compressed air. The running speed is controlled by gentle pressure on the light metal trigger, maximum drive being at 20,000 rev/min. The speed required depends on the consistency of the mass.
We carry out biopsy on the patient's first attendance. A small amount of local anesthetic is infiltrated in the overlying skin and the needle introduced through a small incision. The core of tissue in the needle is withdrawn by applying gentle negative pressure through a small syringe which is attached to the needle after removing the motor. The tissue is then expelled directly into fixative and sent for histology. We have had no complications from the technique other than occasional surface bruising.
During the period July 1 1965 to May 31 1970 we carried out 864 drill biopsies of lumps in breasts. Some patients had more than one lump during this period and had multiple biopsies. A few had bilateral lumps biopsied on the same occasion. When a biopsy was reported positive for cancer the patient was treated in a manner appropriate to the stage of her disease without further biopsy. When a biopsy was negative for cancer, we always excised the residual lump.
The main concern when faced with a lump in the breast is whether it is cancer or not. In determining the accuracy of drill biopsy, the results have been assessed as being correct or incorrect in this respect. A definite opinion was given by the pathologists in most cases. Equivocal reports were few, and we always regarded such a report as negative for cancer and an indication for urgent excision biopsy. A correct diagnosis of 'malignant' or 'non-malignant' was made by drill biopsy in 820 of the 864 lumps, giving an overall accuracy of 95 %. There were no 'false positives' so that all the 44 incorrect diagnoses were 'false negatives', that is to say missed cancers.
The series included 281 confirmed cancers, and a correct diagnosis was made in 237 on drill biopsy. If the cancers are considered separately, therefore, the accuracy of diagnosis was 84 5 %. The 44 cancers missed on drill biopsy were diagnosed by subsequent excision biopsy which was usually carried out as an urgent procedure because of the attendant clinical suspicion of malignancy. We obtained frozen section histology in many of these 44 patients. The majority of the cancers missed on drill biopsy were of the small Ti variety and it is in these small cancers that the technique has obvious limitations. The reason for failure was usually due to sampling error, although occasionally a cyst or pseudolipoma masked the small underlying cancer.
The advantage of the positive drill biopsy is that the subsequent programme of treatment can be planned with full knowledge of the diagnosis. A negative biopsy does not relieve the obligation to remove a discrete lump and the urgency of subsequent excision must depend upon the degree of clinical suspicion of malignancy.
During the past few years we have examined the reliability of two other diagnostic techniques, mammography and mammary thermography.
Mammography
Soft tissue radiography of the breasts was introduced first in the 1930s, but interest in the method waned until the enthusiasm of such workers as Gershon-Cohen (1961) in the USA and Young (1968) in this country revived it in the 1960s. The concept of searching for preclinical malignancies in symptomless women through the medium of screening clinics gave further impetus to its use. We have analysed the results of mammography carried out in 850 patients in our Breast Clinic during the past five years. Some of these-also had a drill biopsy, but the majority were patients with symptoms other than a lump in the breast.
In 145 patients with subsequently confirmed benign lesions, mammography was correct in 91 %, but there were a few 'false positives'. In 83 patients with subsequently confirmed cancers the lesion was missed in only 10 (12%) (see Table 1 ). The dominant clinical sign in each of these 83 patients who underwent mammography was: discrete mass 64, skin changes 6, nipple discharge 5, retracted nipple 3, ill-defined nodularity 2, axillary lymphadenopathy 1, cerebral metastases 1, previous mastectomy 1. There were a number of patents with cancer and no definite mass in whom, theforeo, nmmography provided real assistance in lg a suspicious ar for biop or on occion gave the fit rea indication that a cancer was present. This was so in the two patients with ill-defined nodularity, the patient with cerebral metast but no clinical evidence of the primary cancer, and the patient who had undergone previous mastectomy for carcinoma but in whom the remainig breast was clinically normal.
None of the remaining 622 patients who wereexamined radiologically had suspicious mamnnuograms, for it is our policy always to biopsy if the m mrm is suspicious even if the bremasts do not linically it this. Tbese 622 patients were women with a variety of breast complaints, such as periodic matodynia or diffuse nodularity, in whom there was no indication for biopsy and who were doubly reassured by the normal X-ray.
These results will be the subject of a more detailed publication (Nathan et al. 1971 ).
Thermography
The skin adjacent to and overlying malignant tumours of the breasts may be hotter than normal. Il ahic units available for examination of the breasts are based upon detector cells which convert thmmal energy into electronic signals which can be amplified and recorded (Samuel 1968 ). Our experience of mammary thermography to date is a limited one but the results are of some interest (Table 2 ). In 37 confimed benign lesions the sigificnt feature is the high proportion of abnormal thermograms; in 16 patients with cancers 4 patients had normal thermograms. Thermography in 44 patients with neither clinical nor mammographic abnormality revealed a high proportion with apparently abnormal pattens. We did not think it justifiable to biopsy these patients, but all have now been followed up for at least one year and none has developed clinical evidence of a lesion.
Discussion
The need for pre-mastectomy biopsy remains and we have found drill biopsy to be extremely useful in this respect except for very small lesions.
Mammography in skilled hands achieves a high degree of accuracy but not enough to permit one to dispense with biopsy. We would certainly biopsy any radiologically suspicious area even if there were no clinical abnormality, and it is in such patients that mammography will probably have most to offer. The technique is also of value in localizing areas for biopsy when there is clinical abnormality such as retracted nipple or nipple discharge but without a palpable mass. Thermogrhy in our hands has proved of little hlp to date but we acinowledge a limited experience. We hope to increase this in due course. For the present it would be difficult to justify biopsy on an abnormal alone, because of the apparent high incidence of false abnormalities. It has to be rem beed that there are no specific features to identify cancer on a thermogram as on a m mgm. The technique will undoubtedly develop further, however, and the principle behind its use is sound.
In conclusion, thmese methods must be rearded as complementary and should not be considered in isolation. Manmography and thermography do not appear to contribute gretdy in the _anqpmnt of the majority of patients with idenble clinical abnormalities of the breasts. Nevertheless, continued experience of thes techniques will undoubtedly lead to greater accuracy of interpretation in women without clinical abnormalities, and hence to the diagnosis of early mammary cancer in an increasing proportion of patients with this prevalent disease.
